Trace elements in cement can influence the health of those who work with concrete. The most important of these are nickel, cobalt, and chromium, the last exceeding all other metals in quantity.' The concentration of hexavalent chromium in Icelandic cement in 1983 was 5-8-9 4 mg/kg.2 Hexavalent chromium in cement has skin sensitising properties and may produce contact dermatitis.'
Trace elements in cement can influence the health of those who work with concrete. The most important of these are nickel, cobalt, and chromium, the last exceeding all other metals in quantity. ' The concentration of hexavalent chromium in Icelandic cement in 1983 was 5-8-9 4 mg/kg.2 Hexavalent chromium in cement has skin sensitising properties and may produce contact dermatitis.' I I Chromium compounds are also considered to have adverse effects on the respiratory system. They cause ulceration of the nasal mucosa and perforation of the nasal septum, produce attacks of respiratory distress, and may possibly cause pneumoconiosis.6
Among workers in the chromate producing and chromium plating industries studies have shown an excess mortality due to lung cancer.7 In a monograph from the International Agency for Research on Cancer it is concluded that there is sufficient evidence to state that chromates cause lung cancer in those who work with their production. ' The ratio between observed and expected numbers, or the standardised mortality ratio (SMR) was calculated with 95% confidence intervals, assuming a Poisson distribution. 15 17 In a separate analysis the SMR was calculated with a requirement of 20 and 30 year latent period-that is, the time from which the masons were fully licensed to the beginning of the individual observation period under risk. Apprenticeship for masons in Iceland lasts four years, which may be considered as a minimum exposure time for each subject in the study population.
The working tasks of masons in Iceland remained essentially the same throughout the study period. Their expected deaths, significant at the 5% level. The SMR for malignant neoplasms of the trachea, bronchus, and lung was 3-65 (1.58-7-20), significant at the 1 % level. There was an excess mortality from malignant neoplasms of the bladder and other urinary organs and from cerebrovascular diseases with SMRs of 6-67 (1-37-19-48) and 2-37 (1-02-4-66) respectively; both were significant at the 5% level. Table 4 shows the SMRs obtained when making allowance for a latent period of 30 years. The rise in mortality from all causes is accounted for by an excess of deaths from malignant neoplasms and, particularly, neoplasms of the trachea, bronchus, and lung. The SMR for all malignant neoplasms was 2-23 (1 330-3.57), significant at the 1% level. The SMR for malignant neoplasms of the trachea, bronchus, and lung was 6-25 (2.70-12.31), significant at the 0-1% level. 
Mortality among masons in Iceland Discussion
It is interesting to observe the increase in the SMR for all causes of death, all malignant neoplasms, and malignant neoplasms of the trachea, bronchus, and lung, which may be seen in tables 2, 3, and 4. The SMR for all causes of death increases from 0 94 for the whole study period (1951-82) to 1[15 with a 20 year latent period and to 1-37 with a 30 year latent period; the last value almost reaches statistical significance.
The SMR for all malignant neoplasms between 1951 and 1982 lacks statistical significance but becomes significant at the 5% level with a latent period of 20 years and at the 1% level with a latency of 30 years. For lung cancer, the SMR was 3-14 overall, 3 65 with a 20 year latency and 6 25 with a 30 year latency, with increasing levels of statistical significance.
The object of this study was to determine whether the risk of lung cancer is associated with the occupational exposures experienced by masons who have been fully licensed. Every member of the study population had vocational training for four years, during which period they all worked with cement and concrete as cement finishers. The training period may be looked on as a minimum exposure time, but individual exposure thereafter has differed with regard both to type and magnitude.
We are not aware of any other published mortality studies of masons. The present results cannot therefore be compared with some results, which perhaps makes them more striking since no healthy worker effect is observed but a higher than expected mortality was found with both 20 and 30 year latent periods.
Cigarette smoking is related to cancer, especially to lung cancer. It might be stated hypothetically that the presence of many heavy smokers among the masons could contribute to their excess of deaths from lung cancer. If this were so, however, an excess mortality would also be observed from other causes that have been related to cigarette smoking, such as coronary heart disease, non-malignant respiratory diseases and cancers of the larynx, pancreas, oesophagus, and bladder."8 19 In the present study among masons no excess mortality was found from these diseases except for cancer of the bladder. Thus it is improbable that the excess risk of dying from lung cancer found here is explained by excess cigarette smoking among the masons. The same arguments have been put forward in discussion of the results from a similar study .20 In Axelson's discussion on the evaluation of confounding he has taken cigarette smoking as an example.2' From his hypothetical calculations it has been concluded that controlling for smoking in a study becomes relevant when the SMR is of less than 30022; in the case of lung cancer in occupational mortality studies the share of confounding caused by smoking 525 is, in practice, insignificant whenever the SMR exceeds 300. In the light of these facts and the high SMR for lung cancer in the present study, it is concluded that the excess risk among the masons of dying from lung cancer is unlikely to be explained by a greater number of smokers among them than among the general population.
